Tendinopathy may not be noticed in the differential diagnosis due to the complaint of pain spreading to the leg in the presence of nerve radiculopathy in the lumbar discopathy which is seen more frequently in the clinic shows similarity to the leg pain of musculus rectus femoris tendinopathy which is rarely seen. This situation leads to time, labor force and economic loss for both the patient and the health professionals. The case referred to the hospital with severe lower extremity pain and the complaint of incapability to walk. Despite the absence of findings in the imaging reports supporting a discopathy; conventional physiotherapy, intramuscular injection, and nerve blockage treatments were administered for the discopathy due to the clinical presentation. However, the complaints of the patient did not recover. The patient who had pain with a maneuver during exercise training was evaluated regarding tendinopathy and m.rectus femoris tendinitis was diagnosed with ultrasonography. The pain, quality of life and lower extremity functions of the patient were evaluated before and after treatment. The isolated deep transverse friction massage was applied on the tendon for the treatment. A positive change in pain, quality of life and lower extremity function scores was obtained after the five sessions of treatment.
The European Research Journal 2019;5 (6) :1031-1035 endinopathy is a general term and is named differently according to the histological changes that occur in the tendon structure. Tendonitis, which is examined in the tendinopathy class, is a condition characterized by the inflammatory reaction in the tendon structure. Micro-tears occurred as a result of overpressing on the musculotendinous junctionusually cause to this process. The tendon is sensitive and painful to the stretching, pressing on and palpation [1] . Lower extremity pain and complaints of incapability to walk might be seen. Another cause of the lower extremity pain is lumbar discopathy (LD) [2] . Particularly in LD with radiculopathy, there is a complaint of pain spreading to the lower extremity [2] . Lower ex-tremity tendinopathies are conditions that can go unnoticed because of the pain that spreads to the leg, which can also be seen due to radiculopathy in LD; therefore may lead to time, labor force and financial loss for both the patient and the healthcare economics. Achieving success in treatment is possible with the correct treatment approach to the correct diagnosis. For this reason, it should be emphasized that the pain complaints related to LD and tendinopathy may be similar in patients with lower extremity pain and that this condition should be taken into consideration in the differential diagnoses. Treatment in tendinopathies consists of conservative phytotherapy agents, corticosteroidor non-steroid injections, and surgical treatment options [1] . Deep transverse friction massage (DTFM) is a form of conservative treatment and should be considered as a cheap treatment technique that allows rapid and practical reduction of complaints that reduce the quality of life, such as pain and functional limitation [1] . In this case report, it was aimed to draw the attention to the fact that the patient who was followed by Physical Medicine and Rehabilitation (PMR), algology, neurosurgery and emergency outpatient clinics due to the severe pain in the lumbar and lower extremity areas was evaluated as LD because of the pain in the lumbar region and spreading to the leg, the treatment was planned for this diagnosis as the tendinopathy was ignored, and isolated DTFM without the combination of other physiotherapy agents in the treatment of tendinopathies was effective.
CASE PRESENTATION
A 42-year-old female patient referred to the PMR out patient clinic with severe left lower extremity pain and the complaint of incapability to walk which started acutely after heavy lifting at home. The patient had no chronic comorbidities. The patient was a housewife with sedentary lifestyle.
On the first examination of the patient regarding her complaint, there was the pain in the forward flexion of the back, and the straight leg lift test was positive. There was severe pain in the entire leg and around the left knee joint. The patient could not walk without any help. According to the Visual Analogue Scale (VAS), the lower extremity pain score was nine at rest. The patient was admitted to the adult emergency, brain and neurosurgical outpatient clinic with complaints of lumbar and lower extremity pain. Intramuscular (IM) analgesic injection was made in the adult emergency department and the patient was discharged with the recommendations. Neurosurgery department suggested surgical treatment for discopathies due to clinical complaints.
th May 2018
In the algology service, medial branch blockage was applied to the patient's L4-5 and L5-S1 intervertebral spaces. The patient was called for control 1 week later 25 th May 2018 On the day of the control the patient's pain was continuing. Exercise training provided. The patient was counseled because of the pain while training the exercise by the therapist.The PMR physician performed ultrasonography (USG) of the patient's musculoskeletal system and was diagnosed with Rectus Femoris Tendonitis. The treatment of he patient was planned and informed consent form was signed. VAS, SF-36 and Lower Extremity Function Scales were applied before the treatment. 25 th May 2018 -01 th June 2018 DTFM treatment was applied for 5 sessions every other day. 01 th July 2018 VAS, SF-36 and Lower Extremity Function Scale were applied at 1 month after treatment interventions given, and the progress of procedure conducted on the patient. Magnetic resonance imaging (MRI) of the lumbosacral and knee regions was taken for the diagnostic evaluation of the patient. In the lumbosacral MRI, the vertebral corpus, intervertebral discs, and neural foramen were regular. As in the intervertebral discs, there were no abnormal findings besides the minimal hydration loss at L4-5 and L5-S1 levels. In the knee MRI report, there was a mild fluid increase around the knee joint, a minimal degeneration in the posterior horn of the medial meniscus, while the knee joint ligaments and lateral meniscus were normal. Thirty sessions of conventional physiotherapy including transcutaneous electrical nerve stimulation (TENS), ultrasound and superficial heating agents for the lumbar region, and TENS and cold agents for the knee region. The patient whose treatment was arranged with analgesic and anti-inflammatory medication at the end of the therapy was discharged. Within one week following the physiotherapy treatment, the patient was found out to refer to the outpatient clinics of the emergency department, neurosurgery, and algology on different days with the complaint of the lumbar and lower extremity pain. While the patient was discharged with the suggestions after intra muscular analgesic injection in the adult emergency department, the neurosurgery clinic offered surgical treatment for discopathy due to the patient's clinical complaints. The patient who did not accept the surgical treatment option, underwent medial branch blockage to the intervertebral spaces of L4-5 and L5-S1 in the algology clinic. She was reported to have decreased back pain by 50% after the blockage treatment and was discharged with a control planned after one week. Due to the continuing lower extremity pain in the control examination, the patient was directed to the PMR outpatient clinic. Here the MRI of the patient's sacroiliac region was requested. The MRI of the patient which was evaluated according to The Assessment of Spondyloarthritis Society (ASAS) criteria [3] had no pathology. The patient was directed to a physiotherapist for exercise advice. Due to the occurrence of severe pain in the complete passive flexion of the patient's hip during the exercise training, the physiotherapist consulted with a physician. There was tenderness in the examinationby palpation on the tendon which was approximately 8 cm distal to the spina iliaca anterior superior (SIAS). The pain associated with the compression of the tender part in the complete passive flexion of the hips was indicative of the presence of tendinopathy [1] . The diagnosis was confirmed by USG of the musculoskeletal system made by a specialist physician. In the USG examination; there was hypoecotic edema in the synovial sheath and around the rectus femoris tendon; the tendon was thickened and there was mai adjacent to the tendon. These findings obtained by USG indicated tendinopathy. In the evaluation of soft tissues such as tendons USG is accepted as a reliable, noninvasive and economical method [4] .
Before starting the study, patient was informed about the treatments and evaluations to be made by the physician and physiotherapist, and a written consent form was signed. Afterward, the treatment of the patient was planned and applied. Manual therapy techniques have an essential role in the treatment of tendinopathies [1] . Transverse friction application was made in the treatment; while the patient was in the semi-supine position, the physiotherapist located the tendon approximately 8 cm below the SIAS and placed the distal phalanges of the second and third fingers on the tendon. The first finger was placed on the trochanter major of the femur to applycounter pressure. DTMF was applied with the rhythmic flexion-extension movements of the wrist. DTFM was continued to be applied for 10 minutes after the sensation of numbness in the region was obtained. Figure 1 presents the technic of DTFM application. This application was repeated as five sessions as on every other day [1] . During this period, no additional medication was given to the patient.
The efficacy of the applied treatment was assessed regarding pain, quality of life, and lower extremity functions before the treatment (BT) and after the treatment (AT) at the first month. The pain was assessed with VAS, the quality of life with Short form-36 (SF-36) [5] , lower extremity functions with Lower Extremity Function Scale [6] According to VAS, the pain of the patient was 9 at rest BT, immediately AT 4, and 0 after one month AT. The lower extremity function scale score was 10 BT and 71 at first month AT. According to the SF-36, physical functioning score of the patient was 0 BT and 90 at first month AT, physical role functioning score was 0 BT and 100 at first month AT, emotional role functioning score was 0 BT and 100 at first month AT, energy-fatigue-vitality score was 5 BT and 75 at first month AT, emotional well-being score was 16 BT and 80 at first month AT, social functioning score was 12,5 BT and 87,5at first month AT, pain score was 0 BT and 90 at first month AT, and general health perception score was 5 BT and 70 at first month AT. Considering the scores obtained, it is seen that there is a significant improvement in the patient's pain, quality of life and lower extremity function after the treatment.
DISCUSSION
Rectus femoris tendinopathy is an uncommon condition even for the athletes. It is even rarer in the sedentary individuals [7] . Symptoms start as a slow and progressive pain and discomfort on the anterior aspect of the hip and are typically exacerbated by exercise, especially during jumping and running [7] . Patient history and clinical evaluation involving direct palpation of the tendon and resistant muscle activation are necessary to make the appropriate diagnosis [7] . USG and MRI techniques provide useful and valuable diagnostic information for planning the therapeutic strategies. Conservative treatment includes oral and topical anti-inflammatory drugs and physical therapies with a wide range of modalities [7] . Due to the similar complaints, it is necessary to distinguish tendinopathy from the lumbar and neck problems. Pain caused by the problems in the lumbar or neck region mayspread to the extremities and may be confused with other symptoms such as the motor or sensory disorders [2] . Our case study aimed to draw attention to the possibility of tendinopathy diagnosis in patients with lower extremity pain due to our patient was evaluated as LD, had a treatment in this direction and eventually was diagnosed as tendinopathy. There are limited studies on the differential diagnosis of tendinopathy. Literature report that, rectus femoris tendinopathy was more frequently seen as calcific tendinitis [8] . In our case, acute onset tendinopathy was present. The literature also reports treatment options for rectus femoris tendinopathy as options for nonsteroidal antiinflammatory drugs, extracorporeal shock wave therapy (ESWT), local TENS and other electrotherapeutic modalities [8] . A review study indicated that steroid-non steroid injections frequently used in the treatment of sport injuries and tendinopathies but long-term use of these drugs should be limited by the reason for preparing new injuries [9] . DTFM application with no known reported side effects, was used as a treatment option in our case and the pain, quality of life and lower extremity function scores of the patient were significantly improved at the end of 5 sessions. DTFM holds a significant place in the conservative treatment of tendinopathies [1] . In a systematic review study of DTFM in the treatment of tendinopathies, it was reported that there was insufficient evidence for DTFM which was used alone without combining with other conventional treatment agents [10] . The researchers preferred to apply the DTFM combined with other modalities more frequently in the treatment of tendinopathy [11, 12] . In fact, DTFM alone may be an excellent alternative treatment as a non-invasive method which is cheap and give results in a short-term.
CONCLUSION
It can be seen from the results that the evaluation of the patients with lower extremity pain in terms of tendinopathy should not be overlooked in the differential diagnosis and DTFM can be used as a treatment option alone in the treatment of tendinopathy. Yet it is clear that there is a need for more controlled studies involving more samples and isolated applications to demonstrate the efficacy of DTFM in tendinopathies.
